The evidence base for vaccine hesitancy communication is generally confined to research focused on the content of the message rather than the process of communication. This has important consequences, because shifting focus to encompass the process of communicating, and not just on the content of content message being conveyed; opens the possibility of greater insight and understanding regarding the conversation health care workers have with those who are vaccine hesitant, creating increased chances of acceptance.
Introduction
The increase in vaccine hesitancy over the past few years is a peculiar phenomenon. A growing number of people are delaying or putting off vaccination for themselves and/or their children due to concerns that are not founded on science or even general historical experience. While most people automatically accept the physician's suggestion (or announcement) of vaccination, many 2 people in developed countries, including several with high levels of education, are not accepting vaccination despite the prevailing evidence of the benefits [1] . While the causes are varied and complex, one of the key issues concerns what counts as evidence of value and efficacy regarding vaccination for the person who expresses hesitancy. For some, the anecdote or the celebrity statement is of greater value than the research cited by their physician. We can disagree with a position predicated on such evidence, but what we cannot escape is that what counts as evidence is a choice we make in any situation, even as scientists or physicians, and it certainly impacts the choices made in vaccine hesitancy.
What counts as evidence in the support of a position or practice is a critical part of decision making. This is definitely the case in an era where the concept of "evidence based medicine" plays a defining role in determining acceptable, much less best practices, in medical care. A large and growing number of theorists and researchers in communication, complexity, and neuroscience, along with others exploring a quantum basis for social science explanations of human action, are adding depth to our understanding of the process nature of communication and the value of focusing more on conversation than on the content of a specific message [6, 7] .
While people process information in a rational, analytical way, they also interact and make decisions based on how they feel, even if their response is not consistent with the content of the message. For too long we have theorized and researched concepts such as risk and trust, key aspects of vaccine hesitancy, as if they were reasoned action or part of a health belief system without considering that they may be a manifestation of an intuitive feeling, part of an implicit memory, or based on an alternative domain of evidence that they accept as superior to the judgment of their health care professional (HCP) or the body of science that they offer as support of the reason to vaccinate.
Although a number of studies address the complex issues associated with communication between people, most of this research has not specifically centered on vaccine hesitancy. As a consequence, even though such research could inform HCPs regarding the conversational process with vaccine hesitant patients, it is often not considered because it is not content specific to the issue at hand. When content is considered without regard to the process of communication then such a criterion is reasonable. However, when the other aspects of interaction are the focus of analysis, and not simply the message content, then the rationale for excluding other research is 5 less viable. This is not to say that research focused on the conversational process of vaccine hesitant-HCP interactions should not be conducted, but rather that evidence derived from conversation based research, especially on how trust and risk evolve in the flow, might serve as well as message based studies as guidance for practice.
For example, research has been done to support the notion that people are not as receptive to information when they are in a reactive of defensive state rather than a receptive frame of mind [8, 9] When the amygdala is activated, which can happen when people feel they are in a potentially adversarial conversation, then information is processed differently than when this is not the case. Further, some research suggests ways of interacting with people that can increase receptivity, irrespective of the specific issue, potentially setting the stage for the amelioration of hesitancy. In turn, if the HCP escalates the reactivity of the patient, then the hesitancy could move to resistance, making the efforts to increase vaccine uptake that much more difficult. Evidence for communication efficacy is not simply about the content of the message, nor is it only about information and how it is analyzed as a basis for making choices. Perhaps this is why meta-analysis of research using the Theory of Reasoned Action finds that it typically accounts for only 27% of the variance [10] . Attitudes and beliefs are important in communication as well 6 as decision-making, but they are not the only aspects of this process. So are intuitive feelings, implicit as well as explicit memories, and emotions. As a process, communication is more than message content; it is a range of interchanges, such that each party influences the flow, shaping what the other says. If we only count as evidence, message content about vaccines, then we miss examining evidence that could prove vital in addressing the problem of vaccine hesitancy. The narrow definition of communication that has dominated research in health and medical decisionmaking has led to an under consideration of evidence that could make a major difference in the management of the vaccine hesitancy phenomenon.
